PURPOSE Communication experts have suggested that it is good practice to ask patients' directly whether they expect to receive antibiotics as part of asking about the triad of ideas, concerns, and expectations for health care. Our aim was to explore the views and experiences of family physicians about using this strategy with their patients, focusing the interview on the problem of eliciting expectations of antibiotics as a possible treatment for upper respiratory tract infections.
INTRODUCTION
I n an attempt to achieve more appropriate prescribing of antibiotics for self-limiting conditions such as acute upper respiratory tract infections (URTIs), many communication experts suggest that physicians directly determine whether patients, or parents, expect to receive antibiotics. [1] [2] [3] [4] [5] These suggestions have emerged from studies on how best to conduct consultations when antibiotics are deemed clinically inappropriate, but are nevertheless prescribed because of patient or parent expectations for antibiotics, as perceived by their physician. 3, 6, 7 Researchers have found that physicians rarely seek patient expectations, and by failing to do so, their perceptions of patient expectations can be unreliable and may indeed overestimate actual patient demand. 2, 3, 7, 8 Various interventions seeking to facilitate the direct elicitation, and also the shaping, of patient expectations have been developed and evaluated. They include communication skills training, the possible use of running commentaries to convey the findings during physical examination, and the use of patient information leaflets or other forms of decision support. 4, 5, [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] Little attention has been paid to asking family physicians how and why they practice the way they do in handling expectations for antibiotics in URTI consultations, however. Furthermore, any recommendations for particular approaches would be more feasible if actually grounded in the experiences of physicians working in everyday family medicine. This qualitative study therefore set out to explore how and why family physicians elicit and address patients' or parents' expectations for antibiotics.
METHODS

Study Design
We chose to use qualitative research methods because we wanted to explore in depth the perspectives of family physicians from their own point of view, rather than quantify preexisting categories that we already knew about.
We conducted in-depth, semistructured interviews with 20 family physicians in South Wales (United Kingdom). Signed informed consent was obtained from all the participants before the interviews. We also obtained research ethics committee and local research governance approvals (Multi Research Ethics Committee for Wales, reference number 10/WMW02/24).
Sampling and Recruitment Procedures
A database of family physicians in the Cardiff and Vale University Health Board was generated from the Health Boards publicly accessible website. Family physicians were invited to participate by letter and were provided information about the study. Once the physician had confirmed interest, by way of a reply slip, the primary author (M.M., an academic family physician) telephoned to discuss the study further, answer any related questions, and arrange a time for the interview.
Data Collection
The primary author conducted a single faceto-face interview with each of the 20 participants between October 2010 and April 2011. Each interview was digitally recorded with the consent of the participant. Participants were assured anonymity. A review of the academic and policy literature was used to develop a semistructured interview schedule that included open questions about general opinions on the URTI consultation (Table  1) . We took care to ensure that the interview schedule did not constrain discussions and adapted it to allow further discussion of points introduced by the participant. To cre-ate an open and comfortable atmosphere, each interview began with confirmation that it was not a test of knowledge or an audit to assess whether they were adherent to the latest guidelines. Participants were given the option of receiving a copy of the transcript to verify accuracy and offer comments (ie, a member check 19 ), although none took up this opportunity.
Data Analysis
Each interview was transcribed and any identifying data were removed. Data were analyzed using thematic analysis after completion of data collection. 20 Initially, this approach meant that a proportion of transcribed interviews (25%) were independently coded by 2 of the authors (M.M. and G.E.). Line-byline reading of the transcripts led to identification and annotation of numerous interpretations. These interpretations were then given codes. After performing independent coding, we conducted comparative coding that involved discussion of the codes and how they were developed. Differences among the researchers were resolved by returning to the transcripts to check meaning and reach a consensus. We continuously compared emerging codes between transcripts. Data were tabulated according to codes (Table 2 ). After the coding of 17 interviews, 1 author (M.M.) assessed the data for theoretical saturation by reviewing the codebook (the working document that records updates in changes to codes) and concluded that no new themes were emerging from the data; however, we decided to continue interviewing an additional 3 participants to ensure full saturation. The next level of analysis involved identifying relationships between the codes and grouping them into coherent concepts. The final level of analysis grouped the concepts into major categories. Differences among the researchers were resolved by returning to the transcripts, codes, and/or higher-level analysis to reach a consensus. Throughout, we remained conscious of the need to be reflexive and aware of our own backgrounds and experiences, to avoid unduly influencing the participants' views or our interpretation of the data.
RESULTS
We invited 218 family physicians in 55 practices in Cardiff by letter. Ten responded to declare an interest in participating in the study. Two family physicians provided names of 3 of their colleagues who were interested in being interviewed but had not responded to the written invitation. The primary author contacted the nonresponders by telephone, e-mail, or both until an additional 7 family physicians had been recruited.
Of the 20 family physicians who participated, 13 (65%) were male, 16 (80%) had held their primary medical degree for at least 10 years, 17 (85%) had qualified as a physician in the United Kingdom, and 17 (85%) held UK Membership in the Royal College of General Practitioners (MRCGP) or higher. The interviews lasted an average of 29 minutes (range, 20-53 minutes). By comparison, of those who had not responded and for whom data were available, 90% (126 of 140) had at least 10 years of experience.
The themes we identified from the interviews are detailed in Table 2 and summarized in Table 3 .
Views on Managing the URTI Consultation: The Challenges
Many of the family physicians described the URTI consultation as a source of potential conflict. As one shared, "Slight sort of anticipation of confrontation, because, you know, most of the time patients can heal themselves, and you gotta' persuade them of that. So, little bit of apprehension as to how they're going to take that" (family physician [FP]17).
The degree of challenge appeared proportional to what family physicians perceived to be the patients' desire for antibiotics. As one physician noted, "The only thing that makes it difficult is the patient's expectation" (FP20). And another said, "It's always tricky because one often perceives the expectation for antibiotics as quite high" (FP1). The family physicians reported assuming patients wanted antibiotics, and this assumption was contrasted with their own position of preferring nonantibiotic management of viral URTIs. As one commented, "I am adamant that I don't do that with, erm, sore throats and runny noses because I feel that will take us to the practice that I had 25 years ago when you send out mixed messages to patients" (FP16). Participants reported that any mismatch between patients' or parents' high expectation of antibiotics and the clinician's nonprescribing approach could be problematic. As one put it, "You're not in a negotiating stand, then you are very much in a direct conflict stand, which doesn't help anyone. It certainly doesn't help you to do your job" (FP7). Consequently, the majority of family physicians who were interviewed did not directly elicit patient or parent expectation of antibiotics. Another commented, "I would never say, 'Do you want antibiotics?' because that's a recipe for disaster" (FP4). If a patient responded "yes" or "maybe" when antibiotics were not warranted, the physician would be placed in a weak negotiating position.
Strategies to Elicit and Influence Expectations of Antibiotics: The Solutions Indirectly Eliciting Expectations
With a few exceptions, all of the family physicians expressed a preference to elicit patient or parent expectations using indirect methods. One articulated, "[My strategy] would be do my best to get them to commit themselves without me asking the direct question while I'm taking the history" (FP9). Participants explained that often patients required little prompting, as another stated: "You tend to find people have got their very fixed ideas of what they want and will actually come out I think and tell you" (FP12). If patients or parents were not forthcoming, many physicians stated they would explore their "ideas, concerns, and expectations" (FP20) and if required, persevere with that style of communication until they were clearer about the patients' or parents' intent. As one physician put it, "I would say, 'Is there anything specific you wanted from me today?' and that then usually brings about, 'Yes,' whatever they want, and that allows me to deal with it" (FP19). The preference for this indirect method appeared to be largely rooted in the view that patients or parents often have firm expectations for receiving antibiotics. These expectations, if voiced, could prove difficult for physicians to alter, and the expectation could well become a source of disagreement if they wanted to deny antibiotics. One physician commented, "To bring it up means you got to say no. Whereas, if you don't say anything, then you might get through the whole consultation without it being confrontational" (FP13). A few participants were wary of the response indirect elicitation could provoke from the patients, however, as exemplified by this physician's words: "A lot of the time when I've said, sort of, you know, 'What are your views?' [the response has been,] 'Well, you're the one who went to medical school.' So sometimes it doesn't always work" (FP5).
One family physician did elicit directly but was selective in whom he asked: "A question that I use very often with one particular group of patients who are the chronic bronchitics, 'You know your chest better than I do; do you feel it's time for an antibiotic?'" (FP16). In contrast, a few family physicians reasoned it was entirely unnecessary to elicit expectations for antibiotics given the physician's professional role: "I don't think I need to ask an open question or a closed question saying 'Do you think that the child needs antibiotics?' That is what we are supposed to decide anyway" (FP12).
The timing of patients' or parents' expression of preference for an antibiotic shaped the remainder of the clinical encounter. One physician explained, "If things go according to plan in a consultation, you can get the patients' wishes and desires before you do the examination. So you got an idea where you stand" (FP17).
For the majority of family physicians, knowing whether the patients or parents wanted antibiotics provided the opportunity to influence their expectations. As one put it, "I've got to take into account that they think they need an antibiotic. So, look at turning it round a little bit" (FP1).
Using the Physical Examination and Running Commentary
Most family physicians used running commentary as an opportunity to modify patients' or parents' expectations once these had been discovered. Physicians used careful choice of words with strategic intent during the running commentary, as described in this comment: "I'd kind of probably put a more positive spin…instead of "You haven't got a high temperature," I'd say "That's really good, you haven't got a temperature and although your throat is really sore, it actually looks quite healthy; you know, you don't look as if you've got puss on your tonsils" (FP4).
One family physician took to using the examination to further "build a case" (FP17) by amplifying the findings. Another used a similar approach: I do it the opposite way as well, which I know if I'm going to give an antibiotic, I will tend to exaggerate the finding, er, because that makes it easier next time when they say, "But the doctor gave me one last time." I can say, "Yes, but last time you had lots of sounds in your chest or you had a bright red throat or your tonsils looked bad, but they don't this time. Therefore there's a clear difference" (FP14).
But patients appeared wise to such a strategy according to another family physician: "One of the tactics we do is to diminish patients' symptoms, sort of, certainly the findings if not their symptoms, but to some extent I think patients may exaggerate their symptoms as a counterstrategy" (FP8).
The family physicians also used the examination to educate patients for future illness episodes. As one explained, "If I do find a child with follicular tonsillitis, I always say to the parents, 'Come and look with me, this is what I'm looking for and if, when you see this in future, erm, you then know you need to bring them to me'" (FP16).
Influences of Relational, Technical, and Professional Factors: The Goals
Further to avoiding potential conflict, family physicians had other strong reasons related to the physicianpatient relationship for indirectly eliciting expectations. One said, "I feel people feel affronted by that [direct elicitation of expectation], as if you're saying, 'Why have you come here, you're wasting my time'" (FP14). This desire to not appear dismissive extended into the physical examination and running commentary, as seen in this comment: It builds the relationship during the physical examination, doesn't it, you know. What do you want for yourself? Do you want to be examined by a doctor who just kind of says, "Get up on the couch," you know, sticks the stethoscope in their ears and just silently sort of goes through the motions? Or do you want someone who's working collaboratively with you, telling you what they're finding as they're doing, you know, telling them what they're doing, reporting their findings to you and so on (FP8).
The physicians were clear what effect a good relationship can have: "The most important thing I've found in all these years of experience [is] if I have a good rapport, then I can get things done" (FP15). The family physician believed that having a good rapport helped manage expectations for antibiotics in clinical encounters wherein they were not indicated and thereby become a low prescriber of antibiotics to contain antimicrobial resistance.
Family physicians were aware of other personal and professional benefits in minimizing antimicrobial prescribing. One said, "I don't want to give them [antibiotics] because I want to be seen as a good GP [general practitioner]. I want to be seen that I'm doing the right thing by my peers" (FP7). Another narrated, "A 9-yearold said, 'Oh, that's my doctor. He doesn't believe in antibiotics.' So I felt I'd got my message across to the 9-year-old even though I hadn't got it across to the rest of the family" (FP14).
DISCUSSION
Main Findings
In challenging consultations where antibiotics might be expected by patients or parents, but not indicated by the clinical findings, family physicians prefer not to explore expectations in a direct manner or early on, contrary to the advice of many communication experts. Rather, clinicians prefer to use open questions and build a foundation for nonantibiotic management by using strategies to indicate their reasoning and influence expectations, such as running commentary on physical examination findings, all the while avoiding conflict and potential threats to ongoing physician-patient relationship and trust. Physical examination and commenting on findings as they emerged was therefore used to influence patient acceptance of the impending discussion about the nonantibiotic treatment strategy that the clinician had already selected.
Study Strengths and Limitations
Our study is based on data from family physicians involved in everyday clinical practice, but uptake of the invitation to participate was low, with only 20 physicians recruited.
Although the study describes reported rather than actual actions, the family physicians spoke frankly about URTI consultations and often pointed out that their practice at times ran counter to research evidence. Such revelations of why family physicians practice the way they do could not have been discerned from a survey or directly observing medical encounters. The perceptions of family physicians are important because their ideas and attitudes will determine whether they change their practice; however, the family physicians could have been motivated to present themselves favorably as being patient centered and responsible prescribers. We reassured the physicians that the purpose of the interview was not to judge their prescribing or test their knowledge of the latest guidelines, but to understand how clinicians manage the URTI consultation in real-life settings.
We may have missed important data that were obtainable from physicians who did not participate. Furthermore, it is not clear whether our findings would generalize to clinicians in other countries where the medical culture and the approach to direct elicitation of expectations may differ; however, our aim was to identify important themes from the physicians interviewed rather than generate statistically representative data.
Any decision to prescribe is made in partnership with patients. Our study design meant we did not canvass patient views.
Comparison With Existing Literature
Our findings resonate with other research that has examined how family physicians' decisions to prescribe antibiotics are influenced by a multitude of factors such as patient demand, [21] [22] [23] [24] patient expectations as perceived by physicians, 2,25-27 previous bad experience of nonantibiotic management, 27 and influence of the physician-patient relationship. 2, 28, 29 Consistent with the findings of other studies, ours suggest the main barrier to directly eliciting expectations is the potential for creating confrontation, 2, 3, 30 with family physicians assuming patients or parents want antibiotics. 2, 3, [30] [31] [32] [33] [34] Qualitative studies of audiotaped consultations for URTI symptoms cite a lack of patient centeredness as a possible explanation for clinicians overprescribing antibiotics, 3 and advocate direct elicitation of expectations. 2, 5 In contrast to such hypothetical considerations, our study looked at the actual views of family physicians and revealed that they do not like to elicit directly because this approach could be negatively perceived, and prefer instead to ask open question to identify the concerns and expectations of patients or parents. Indeed, a study observing 36 family physician trainees in 613 consultations found that eliciting concerns, expectations, or both correlated with fewer prescriptions of medication. 35 Our study found the family physicians also reported using running commentary to mold expectations and avoid antibiotic prescribing. In a crosssectional study involving 38 pediatricians in more than 500 clinical encounters of URTI symptoms, the authors concluded that inappropriate antibiotic prescribing is strongly and positively correlated with "problem" running commentary, whereby physicians conveyed the physical examination findings during the examination as being abnormal or significant. 36 They speculated that avoiding this type of running commentary might avoid inappropriate prescribing in viral illness, and this approach appeared to be the case in our study as the majority of family physicians who used running commentary described using "no problem" commentary to ultimately reduce antibiotic prescribing. For example, they communicated the absence of abnormal findings (eg, "no pus on tonsils" [FP16]), minimized the importance of symptoms (eg, "throat slightly red" [FP19]), or confirmed presence of normal findings (eg, "chest clear" [FP11]).
Implications for Future Research or Clinical Practice
Interventions to promote appropriate antibiotic prescribing might include a focus on training clinicians in communication skills that promote a trusting and open physician-patient relationship, and use of running com-mentary, rather than on directly eliciting expectations as that might overlook areas of greater potential influence.
As clinicians are more likely to adhere to clinical recommendations that are compatible with their values, 37 our model derived from empirical data may influence acceptance of evidence-based prescribing decisions that may be counter to patient or parent expectations. Moreover, if this goal can be accomplished within the confines of 10-minute consultations, that will enhance its acceptance and application as an intervention by family physicians who may be seeking to adopt a different approach to a challenging consultation.
The model of communication derived from our study maybe applicable for other common infections in primary care and in encounters where there is a covert patient or parent agenda.
Finally, the family physicians in our study were wary that despite indirect elicitation of expectations and running commentary, patients or parents may still not easily accept nonantibiotic management, and at that point, a few clinicians indicated that they would ultimately give a prescription of antibiotics. An alternative strategy at this juncture in the consultation may need to be explored.
